behind. This method is most useful in patients with tattoos which have been inflicted by the modern method, using transfers and electric needles, as in these cases the penetration of the pigment is not very great. It is important when doing this to make the clearance in one swoop and to do this it is essential that the surgeon should go as deep as possible without actually cutting through the dermis. This is a much quicker method than has been described and a much more satisfactory one. If too superficial a plane has been chosen it is still possible to remove the deeper remnants with dermalbrasion.-I am, etc.,
GEORGE T. WArrS
General Hospital, Birmingham Allergy to Aspirin SIR,-We were interested to read in your leading article (27 July, p. 216) on allergy to a-pirin the statement that "Aspirin-sensitive asthmatics frequently have nasal polyps, but polypectomy does not alleviate the symptoms or control the asthma."
Polypectomy may certainly relieve the nasal symptoms for a time, but as regards the control of asthma the operation may precipitate asthmatic symptoms which have not in fact ibeen previously overt. We are both familiar with such cases, and indeed one of us (F.D.H.) saw some years ago a man aged 55 years, who had never at any time suffered from asthma previously, develop severe status asthmaticus after polypectomy. His asthma continued variably for some five years until he failed to return to the clinic. A second, rather milder case in a man aged 40 was seen some years later: again, asthoia appeared initially in severe form only immediately after polypectomy. No reference was made to the use of the psychogalvanic response'-that is, the change in electric potential between electrodes applied to the skin of a limb that occurs in response to certain stimuli and which is abolished by interruption of the sympathetic pathways. This response is easy to demonstrate at the bedside using an E.C.G. machine.2 It provides an immediate indication of sympathetic activity in a limb. It has proved particularly useful in diabetics with peripheral vascular disease since there is little advantage to be anticipated in performing a sympathetic ganglionectomy on a patient in whom a neuropathy has already led to sympathetic denervation. The test is also valuable in verifying the success of chemical sympathectomy.
Lentles has investigated the psychogalvanic responke in diabetics and found it to be abolished in all his patients with florid neuropathy.-I am, etc., Huskisson and J. A. Wojtulewski (29 June, p. 698) go some way beyond the evidence they present and seem in part unjustified. At one of the two centres where their study was performed patients were asked only the non-specific question: "Have you noticed any new symptoms which might be related to the treatment?" At the other centre a check list asking about 21 possible side effects was also used (my italics). The authors do not say whether at the second centre the non-specific question was asked before or after the patient was asked the questions on the check list, nor do they compare the answers of the patients to the non-specific question with the sane patients' answers to the check list questions. Such a comparison would provide a more critical test of the authors' conclusions.
GORDON HEARD
We have compared the results of using non-specific questioning and using a check list in assessing unwanted effects of pentagastrin in medical students.' Five, seven, and nine minutes after receiving an injection the subjects were asked whether they fel anything unusual, and only then were they asked specific questions from a check list.
Non-specific questioning elicited -a total of 31 symptoms in 13 of 15 subjects given pentagastrin and none in those given saline. The check list questions elicited a total of 48 symptoms after pentagastrin.(mean three per suMect) and nine after saline (mean one per subject).
As in the study by Huskisson and Wojtulewski, each method of questioning elicited a different type of inforation. The esponses to non-specific questions showed a wide range of unwanted effects that seemed notewhy to the subjects, whereas the check list questions provided a much better estimate of the incidence of those effects that were asked about. The two methods should be regarded as complementary not as alternatives, and it is wrong to conclude that "since chdck lists increase the incidence of irrelevant complaints they should not be used. Kidneys for Transplantation SIR,-I was interested to note that in the statement on artificial feeding of prisoners prepared by the Central Ethical Committee of the B.M.A. and approved by Council (6 July, p. 52) attention was drawn to the fact that doctors must always bear in mind their obligation to preserve human life.
It is a great pity that this body does not call this ob,ligation to the attention of the hundreds of hospital doctors who continue, either through ignorance, disinterest, or both, to allow viable cadaver kidneys to be lost to the transplant surgeons waiting for the opportunity to save the lives of their patients. Still in Britain thousands of young lives are lost every year through lack of cadaver kidneys for transplantation, and hundreds are relegated to lives of uselessness and wretchedness on kidney machines. Every week thousands of viable, life-saving kidneys are burnt in crematoria or buried six feet down in graveyards, taking with them the chance of life or rehabilitation to the many young sufferers from end-stage renal failure. However, I feel the conclusion drawn by Eckstein and Marx from their study applies also to the work of Dr. Drumnond and his oolleagues. Eckstein and Marx concluded that decreased blood pressure is more indicative of lower aortic obstruction than of lowered cardiac output following vena caval obstruction. This would appear equally relevant to blood flow studies. The term aorta-aval oocusion would therefore appear preferable to vena caval occlusion, in that both the major abdominal vessels are compressed and produce deleterious effects on uterine perfusion-aortic occlusion by direct reduction in perfusion pressure and arterial blood flow and vena caval obstruction by a reduction in venous return and cardiac output. SIR,r-Strain-gauge plethysmographymeasures arterial inflow on the basis of the increase of limb circumference during venous occlusion. It is argualble whether a limb with previously distended veins due to uterine compression of the inferior vena cava is susceptible to arterial blood flow measurements by this technique, as is implied by Dr. G. B. Drummond and his colleagues in their paper (15 June, p. 587). Further venous distension after inflation of the cuff will be limited by the elasticity of the vein walls and by tissue pressure, which may well lead to a faulty low reading. Reduced cardiac output leads to reflex va-oconstriction via the sympathetic nervous system and an increase in circulating catecholamines. The authors' failure to demonstrate reduced upper limb blood flow in the supine position suggests an unaltered cardiac output.
I suggest that the study reported oonfirms increased venous distension in the legs when a pregnant woman is supine but does not prove reduced arterial inflow into the legs or reduced cardiac output. The conclusions regarding a left lateral tilt for the patient during caesarean section appear logical and clear for two reasons-better uterine venous drainage to protect the baby and less venous stasis in the patient's legs to reduce the inftraoperative onset Non-comatose "Diabetic Coma" SIR,-Dr. M. McB. Page and his colleagues (29 June, p. 687) review the treatment of 38 patients with "diabetic coma," of whom 10 were fully conscious and 20 drowsy. The practice of describing conscious patients as having diabetic coma is common, though many authors refer to "coma" rather than coma to indicate that they do not mean what they say. This curious misuse of words has long mystified me, especially as there exists the widely accepted term "diabetic ketoacidosis." Admittedly there are a few patients gravely ill from diabetes who are not ketotic-those with the hyperosmolar state-so even "diabetic ketoacidosis" is strictly inaccurate if it refers to all patients needing urgent treatment for diabetes. Perhaps "grave metabolic disturbance from diabetes" would be a satisfactory blanket tern. Anything would be better than describing fully conEcious patients as comatose.
I do not take this view just for pedantic reasons. I suggest that the constant improper reference to diabetic coma leads to serious mistakes. It seems that many doctors have gained the impression that if a patient is not comatose the situation cannot be all that bad. Only recently a middle-aged woman was admitted to my hospital moribund with peripheral circulatory failure and a blood glucose level of 1,250 mg/100 ml; she died a few hours later. Her experienced and knowledgeable general practitioner had seen her the previous day, when she was breathing rapidly and had vomited but was fully conscious. And by far the commonest reason why a diabetic on insulin is in fact comatose is hypoglycaemina. If he is brought to hospital he may be sent to the ward with the label "diatbetic in coma." The house physician may then receive an urgent summons to see the new case of "diabetic coma." He-raw and inexperienced but aware of having heard repeated references to "diabetic coma" may ask himself the absurd question, "Is it a hyper or a hypo?" If he then catheterizes the patient and finds the urine loaded with sugar he may make the grotesque error of giving insulin. Many drugs are now known to cause malabEorption of xylose, glucose, fat, folic acid, and vitamin B12,1 but relatively little is known about the effects of one drug on the absorption of another. Reported interactions include the effects of propantheline and metoclopramide on the absorption of paracetamol2 and digoxin3 and the delayed absorption of antioonvulsants, phenylbutazone, and griseofulvin caused by amphetamines,'4 desipramine,5 and phenobarbitonel respectively. With the exception of phenobarbitone, all these drugs aot on the autonomic nervous system and could therefore affect absorption by altering gastrointestinal motility. For many drugs the rate-limiting step in ab:orption is the dissolution of the tablet rather than the transfer of the drug across the small-bowel mucosa. Manninen et al.,3 for example, suggested that the changes in digoxin absorption produced by metoclopramide and propantheline could be due to an alteration in the time available for dis-.olution and showed that propantheline had no effect on the absorption of digoxin given in liquid form. Even when mucosal function is known to be impaired it may not be safe to assume that impaired drug absorption is due to this. Absorption of digoxin is impaired in patients with various malabsorption syndromes,7 8 but this effect is asEociated with decreased transit times and appears to be more marked when digoxin is given in tablet form than in Eolution.
We have recently shown' that in 15 subjects a short course of phenobarbitone significantly reduced xylose absorption, which could be explained by the mucosal effect reported by Dr. Evered and Miss McMullen, though Riegelnian et al.6 have suggested that phenobarbitone may also affect gut motility.
Malabsorption of xylose may be due to impaired mucosal function, but care is obviously needed when using xylose absorption studies to explain changes produced by one drug on the absorption of another. Mucosal damage may impair drug absorption in some instances, but such evidence as there is suggests that, at least for drugs with a slow dissolution rate, gastrointestinal motility changes are more important.-We are, etc., Venoarterial Difference in ai-Antitrypsin Levels SIR,-Like Dr. J. Lieberman (13 July, p. 93) we have attempted to confirm the finding of Wooloock et al. of a venoarterial difference for ail-antitrypsin in patients with chronic obstructive lung disease. We used both immunodiffusion and biochemical methods (trypsin inhibitory capacity). We were also unable to find significant differences between venous and arterial levels in 10 such patients.
Wooloock et al. postulated that their findings were possibly due to binding of alantitrypsin to a protease during passage of blood through the lungs, with alteration of the antigenic properties of al-antitrypsin. We tested this latter suggestion by adding increasing amounts of trypsin to serum and then carrying out immunodiffusion assays on the serum samples. We found the apparent
